Intussusception of the appendix is an uncommon clinical finding, and there are less than 190 cases reported in the world literature. It was first described by McKidd in 1858 as a post mortem finding in a young child. ' The incidence is quoted as 1:10,000 specimens obtained at operation and at post mortem by Collins.2 It is more common in males, and in children.3 I report the case of a woman who underwent laparotomy and was found to have extensive endometriosis and an intussuscepted appendix.
CASE REPORT
A 34-year-old woman, previously well, was admitted to the surgical unit with a 48 hrs history of crampy lower abdominal pain. The pain did not radiate and there had been no vomiting or alteration in bowel habit. There were no urinary tract symptoms, no previous episodes of severe abdominal pain and no previous surgery. Dysmenorrhoea had been a previous complaint and she was menstruating at presentation. She was apyrexic, but not distressed. Her abdomen was soft, there was tenderness with guarding and rebound in the right iliac fossa. Rectal examination was normal. The white cell count was 28,000 per p1 and haemoglobin 15 -6 g/dl. At laparotomy 200 ml dark blood was removed from the pelvis. The appendix was not immediately visible, but was palpable within the caecum. The ovaries were impalpable. Gynaecological assistance confirmed a ruptured endometrial cyst secondary to extensive pelvic endometriosis which made recognition of normal pelvic anatomy very difficult. Reduction of the intussuscepted appendix was achieved and routine appendicectomy performed. An The aetiology remains unknown, but the most commonly accepted view suggested by Rolleston8 proposes that either an intramural or an intraluminal lesion produces irritation of the normal appendiceal peristaltic activity, which leads to an attempt by the appendix to extrude the offending lesion. The appendix itself undergoes strong peristaltic contractions which may become more vigorous if the appendiceal wall is irritated. This may lead to part of its wall being pushed in, or out, acting as the leading point for an intussusception. Spasm of the muscular sphincter at the base of the appendix might also form the apex of an intussusception. It seems likely that anatomical, physiological and minor pathological changes interact to produce this rare condition. McSwain's classification recognises four basic types of appendiceal intussusception; in type I the tip of the appendix invaginates into the proximal lumen; in type 11 invagination of the distal appendix occurs into the lumen of the proximal appendix; in type III the proximal appendix invaginates into the distal appendix; and in type IV -which may arise from progression of types 11 and 1, but not 
